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Complaint investigation #40948, #41283, #41359,
# 41445, #41571, #41629, #41930, #42152,
#42153 and #42363 were completed on
9/25/17-9/27/17 at Signature Healthcare of '
Nashville Rehab and Wellness. No deficiencies
were cited under Chapter 1200-8-6, Standards for
Nursing Homes.
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